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Fig. 1. Operative angiogram shows distal anastomosis (left). Magnefic resonance image ofsame 
area taken 45 months after surgery shows enlargement ofMiller vein cuff (right). Both images 
are actual size. 
incomplete plaque removal and a distal shelf that may 
become anidns for thrombus. When a shunt is required, the 
distal dissection must be even more extensive to achieve 
adequate visualization of the distal plaque endpoint. 
A variety ofcarotid artery clamps are currently available 
to control the distal internal carotid artery. Most of these 
clamps are applied from below and extend upward with 
their handles pointing in a downward irection. This may 
obstruct part of the surgical field, and there is always a 
potential to dislodge or inadvertently move the clamp, 
which may be especially distracting when using magnifying 
loops. Clamps applied from above avoid this problem, but 
provide limited exposure because the lower edge of the 
mandible impedes more distal placement. 
A new clamp (Pilling cross clamp #35-3081) was 
designed to obviate these shortcomings. The jaws of the 
clamp have a gentle "S" shape configuration that allows the 
clamp to fit around and under the lower edge of the 
mandible and extend upward onto the internal carotid 
artery (Fig. 1). The handles lie flat on the cheek and point 
away from the surgical field while providing excellent distal 
control of the internal carotid. This shape has been modified 
to also serve as a distal clamp when a 3mm-x-4mm Sundt 
shunt is being used (Pilling shunt clamp #35-3082; inset). 
The clamps are designed to have a genfle clamping action so 
as not to fracture delicate intima orten found in severely 
diseased internal carotid arteries. These clamps facilitate the 
distal exposure of the internal carotid artery, especially when 
the carotid bifurcafion is high or the major area ofstenosis 
is located weil above the carotid bifurcation. Control of the 
internal carotid artery at the level of the C1-C2 vertebrae 
has been possible without resorting to extraordinary ma- 
neuvers requiring dislocation or partial excision of the 
mandible. 
Henry D. Berkowitz, MD 
I'resbyterian Medical Center 
University of Pennsylvania Medical School 
Philadelphia, PA 
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Progressive nlargement of  a Mil ler vein cuff 
To the Editors: 
Since Miller et al. described their technique for an 
interposition vein cuff in 1984,1 this procedure has been 
widely practiced, and several large clinical series have been 
reported. To date, 386 pafients have been described. 2~4 We 
have encountered a late complication of Miller vein cuff 
construction that to the best ofour knowledge has not been 
previously described. 
CASE REPORT 
A 74-year-old man sought medical attentäon for critical 
ischemia ofhis right foot and underwent right femorodistal 
popliteal bypass in November 1990. At surgical exploration 
the long saphenous vein was found to be varicose at the 
midthigh level and appeared to have been damaged by 
thrombophlebitis, leaving inadequate l ngth for use in the 
intended bypass. An 8-mm externally supported polytet- 
rafluoroethylene graft therefore was used with an interpo- 
sition vein cuffand a nonvaricose l ngth oflong saphenous 
vein from the proximal thigh. An intraoperative completion 
angiogram was performed; it indicated a technically satis- 
factory appearance, with the transverse diameter of the cuff 
being 18 mm. The patient made a good recovery and was 
discharged. Because it was not our policy to perform 
surveillance scans ofinterposition vein cuffs at that time, the 
patient was discharged from follow-up after his first clinic 
review. 
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The patient returned in February I994 with critical 
ischemia ofhis left foot, which was successfully managed by 
a left axillofemoral bypass. At this time he was noted to have 
a pulsatile mass in his right popliteal fossa. Ultrasonography 
showed the transverse diameter of the vein cuff to be 25 
mm, expanding to 28 mm on repeat scanning 6 months 
later. Magnetic resonance angiography was performed to 
obtain a view comparable with that of the initial completion 
angiogram; it confirmed the cuff diameter to be 28 mm 
(Fig. 1). The patient remains asymptomatic with regard to 
the dilated vein cuft; although is general medical condition 
is deteriorating. He is receiving warfarin, and a policy of 
active surveillance is being continued. 
D ISCUSSION 
When Miller et al. first described the interposition vein 
cuff, they stated that the segment of vein used should be 
four to five times longer than the arteriotomy and 2 to 3 mm 
in diameter. Other authors who have reported adopting 
Miller's technique, however, have not described the maxi- 
mum diameter of saphenous vein that can be used with 
safely. In view of the relevance of Laplace's law to blood 
vessels, however, it does seem likely that there is an optimal 
size for a Miller cuffthat is dictated both by the diameter of 
the long saphenous vein used and by the length of the 
arteriotomy, and that above this size, progressive dilatation 
of the cuffis a possibility. In the patient described above, the 
mechanical consequences of a large cuff may have bcen 
compounded by the use of a vein with a relatively poor 
media, although this was not apparent at the time of the 
procedure. 
We thank Dr. Francis Smith, Consultant in Nuclear 
Medicine, and Dr. R. Mahaffy, Consultant Radiologist, 
both ofAberdeen Royal Infirmary, for supplying the radio- 
graphic images. 
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Regarding "Laparoscopic vascular surgery: Four 
case reports" 
To the Editors: 
In their article (J Vasc Surg 1995;22:73-9) Berens and 
Herde reported four cases of laparoscopic vascular proce- 
dures. The term video-assisted aortoiliac reconstructions 
would probably be more appropriate because a small 
laparotomy was required for performing the proximal 
anastomosis. The authors preferred the transperitoneal 
approach using a gasless technique with the help of an 
abdominal wall-lifting device. 
Between January and December 1995, we performed 
five laparoscopy-assisted procedures. All patients under- 
went aortobifemoral bypass with a proximal end-to~ 
side anastomosis. In contrast to the technique described by 
Berens et al., we used a retroperitoneal access in all cases. 
After posifioning the patient on the right side, a small 
incision (5 to 6 cm) was made, and a cavity was created with 
the help ofa balloon dissector under direct vision of a 30 ° 
laparoscopic video camera. The abdominal wall was elevated 
with the wall-lifting system for bettet exposure of the 
retropetitoneal space. The aorta was dissected out from the 
bifurcation to the origin of the renal arteries. Five valveless 
trocars were used in addition to the 5- to 6-cm worldng 
incision required for suturing the proximal anastomosis of
the bifurcated graft. Tunneling from the groin to the aorta 
was performed under direet control of the video camera in 
three patients and with the help of the ballon dissector with 
a camera inside in two. All patients could be fully mobilized 
on the first postoperative day and werc discharged after a 
mean hospital stay of 7 days. Mean operative time for all 
procedures was 260 minutes. 
In our own experimental nd clinical experience, we 
found the retroperitoneal approach more convenient than 
the transperitoneal access. In two carlier transperitoneal 
cases we had to abandon the laparoseopy-assisted proce- 
dures because we were unable to sufficiently retract he 
intestine. Using gasless laparoscopy without a pneumoperi- 
t0neum allowed us to use standard surgical instruments for 
suturing the proximal anastomosis. Even morc important in 
terms of patient safety was probably the possibility ofusing 
a regular vascular clamp for proximal aortic crossclämping, 
which proved to be beneficial in two cases with a severely 
caMfied aorta. 
In conclusion, retroperitoneal gasless video-assisted 
procedures can be performed safely in infrarenal aortoiliac 
reconstructions eren in morc obese patients. Whether 
gasless laparoscopy offers any advantages in a clinical setting 
over laparoscopy using a pneumoperitoneum remains to be 
seen. A complete laparoscopic aortofemoral replacement 
using a pneumoperitoneum without any auxillary incisions 
was reported most recently. 1 It remains to be seen which 
laparoscopic technique will gain wider acceptance in a 
clinical setting. 
Ralf Kolvenbach, MD 
Andreas Lohmann, MD 
Department ofGeneral and Vascular Surgery 
